CONNECTICUT OFFENDER REENTRY WORKPLAN

1. Determine Problemsto be Addressed

| ntroduction. The CT Department of Mental Health and Addiction Services (DMHAS)
has identified a distinct group of serious offenders that is at extremely high risk of
continued involvement with the adult criminal justice system, where it islikely to
languish in tax consumptive dependence, including lifetime cycles of incarceration,
addiction, mental illness, unemployment, and homelessness. Serious and violent young
offenders, ages 18-34 with significant mental health and co-occurring substance use
disorders, have been found to be inadequately served by the state's current treatment and
service systems. Between 1985 and 1998 the number of inmates in jails across the nation
increased by 131 percent. A similar trend is apparent within state and federal prisons
(Lamberti et al., 2001). Within this rapidly growing prison population, persons suffering
from severe mental illness are over-represented. The prevalence and incidence of co-
occurring mental and substance use disorders among serious young adult offenders have
been shown to be significant predictors of recidivism and re-arrest (Solomon and Drake,
1995). Factors associated with co-morbidity among young adult offenders, such as
homel essness, unemployment, and risk of violence, are indicative of the need for an
effective, comprehensive and integrative treatment and service delivery approach.

The target population identified in this proposal as serious and violent young mentally ill
adults in the correctional system with co-morbid substance use disorders is particularly
vulnerable to arrest and recidivism. The multiple problems that this population faces
cannot be adequately addressed by traditional community-based services. Factors
identified as related to poor treatment outcomes include a history of resistance to
treatment, non-compliance with psychoactive medications, and refusal of appropriate
housing placements. Researchers have indicated the need for service models that improve
the liaisons between the criminal justice system and the treatment systems. In addition, an
enhanced integration between the mental health and substance abuse treatment services
has been advocated as the most efficacious approach to the provision of services (Rock,
2001).

Research has demonstrated that the prevalence of severe mental disorders within
correctional populationsis significantly higher than in the genera population (Teplin,
1990; Chiles, Von Cleve, Jemelka, and Trupin, 1990). Data on the co-occurrence of a
substance use disorder among the correctiona population with severe mental disorders
demonstrates a significantly high rate as compared to the general population. The rate of
co-disorders among correctional populations has been reported to be as high as 72% of
inmates with a current serious illness, with lifetime co-disorder rates as high as 94%
(Abram and Teplin, 1991). In one study, all offenders with adiagnosis of schizophrenia,
schizophreniform disorder, or mania were given adiagnosis of drug or acohol abuse or
dependence (Chiles, Jemelka, and Trupin, 1990).



In one study, 43% of the defendants with mental health disorders were homeless at the
time of the crime for which they were arrested. The rate of homelessness was 21 times
higher in the overall sample of defendants than in the overall population of mentally ill
persons in the city in which the study was conducted (Lamb, et a, 1998). In another
study, 30% of the participants reported that they would be homeless on release (Hartwell
and Orr, 1999). Interestingly, recidivism has been found to be significantly associated
with residentia instability (Lamberti, et a., 2001). Another important factor in recidivism
is the high rate of unemployment demonstrated to be associated with this population.
Studies have shown that between 80 and 90% of persons within this population are
unemployed (Lamb and Weinberger, 1998). Further, persons of color are over-
represented within this population; therefore the relevance of cultural issuesin preventing
incarceration of this population should be given serious attention. (Lamberti, et al., 2001).
Thus, offenders with co-occurring disorders need vocational assistance in addition to case
management, and all staff must be carefully trained in cultural competence.

To address these issues, DMHAS, in a multi-state agency collaborative with the
Department of Correction (DOC), the Judicial Branch’s Court Support Services Division-
Probation (Probation), Board of Parole (Parole), and the CT Employment and Training
Commission-State Workforce Investment Board (WIB), seeks to implement a model
program to ensure the continuity of care for individuals released from the state’s
correctional facilities in a manner that is cognizant of public safety, encourages
community reintegration, employment and housing stability, and decreases recidivism.
This project will focus on serious young offenders with significant mental health and co-
occurring substance use disorders returning to the Hartford, New Haven, and Bridgeport
communities.

The Population. The Department of Correction (DOC), as of March 2001, reports a total
prison inmate population of 17,458, comprised of 46% of African Origin, 27% White,
and 26% L atino populations. DOC estimates that 85% of its inmates have a substance use
disorder, based on evaluations of inmates at time of incarceration. A recent CT legidative
report on prison overcrowding, issued by the Program Review and Investigations
Committee, (PR&I), estimates that about 12% of those under DOC custody need mental
health treatment. This estimate is consistent with national studies showing that over 6%
of male inmates have a severe mental disorder and the rate of severe menta illness
among women prisonersis about 15% (Teplin et a., 1996). The number of inmates
wanting mental health care is about 16%, according to recent data from the U.S.
Department of Justice (1999). Due to CT’s current prison overcrowding, it is anticipated
that community-based substance abuse and mental health treatment capacity for offender
populations will continue become increasingly limited.

The total offender population supervised in the community includes approximately
55,070 on probation, amost 2,010 on parole, and another 1,300 in the community under
DOC supervision (i.e., transitiona supervision, furlough, and halfway house release). The
Judicial Branch’s Court Support Services Division (CSSD)-Probation provides
intake, assessment and supervision services for court-involved individuals. Of the 55,070



individuals currently under CSSD-probation supervision, 78% are males and 22%
females and the ethnic composition is 51% White; 28% African Origin; and 19% L atinos.
CSSD estimates that nearly 80% of CSSD clients (pre-trial and sentenced) have a
diagnosable behaviora health disorder. CSSD has also estimated that a significant
number of these clients are homeless or in need of housing assistance. The demographics
of the 2,010 individuals under Boar d of Par ole supervision includes: 92% males, 8%
females, 49% of African Origin, 28% L atinos, and 23% White. Probation and Parole
are both responsible for monitoring the conditions of probation and parole in order to
hold offenders accountable and to promote public safety and offender rehabilitation. Of
the 199 inmates referred to DMHAS' Forensic Unit in State Fiscal Y ear 2001, 93% were
males; 7% were females, 56% were of African Origin; 26% White; and 19% L atino.
Over 75% of these individuals had a significant mental illness and co-occurring substance
use disorder. Approximately 99% of these individuals committed serious and/or violent
offenders, including sexual assault, assault robbery, possession and sale of illicit
substances, and manslaughter. Additionally, over 38% of these individuals were
homeless at the time of referral.

State Data. As part of its ongoing assessment of treatment need, funded by the federa
Center for Substance Abuse Treatment (CSAT), DMHAS commissioned Y ale University
to interview adult arrestees (Schottenfeld, 1996). The Substance Abuse Need for
Treatment among Arrestees study was conducted in two of the state' s detention centers
located in Hartford and Bridgeport. The interview consisted of questions from both the
Drug Use Forecasting and the Structured Clinical Interview for DSM-IV. Approximately
six in ten arrestees interviewed (57% of men and 61% of women) were dependent on one
or more substances. Of the arrestees interviewed 33% reported cocaine dependence, 18%
reported heroin dependence, 10% reported marijuana dependence, and 31% reported
alcohol dependence. The vast mgority (91%) of heroin dependent males reported a
current need for treatment, but very few (10%) were currently in treatment. A significant
proportion of heroin dependent male arrestees (32%) had never received any substance
abuse treatment, including detoxification. The majority (52%) of substance dependent
females reported a current need for trestment, but very few (19%) were currently in
treatment. Reported need for treatment was aso extremely high among women dependent
on cocaine (86%) or heroin (82%).

Analysis of Eligible Offendersto be Served. As of September 2001, DOC reported that
atotal of 2,140 inmates have a mental health score of 3-5 and a co-occurring substance
abuse score of 3-5. (Please see Step Three - Select Target Population for a more detailed
explanation of mental health and substance abuse scores). Within this year, it is
anticipated that 356 of these individuals will be released to the Hartford, New Haven or
Bridgeport communities, illustrated in Table 2. Of these individuals, approximately 30-
35%, with MH 3-4 and SA 3-4, will be deemed eligible for CORP. Individuals with MH-
5 will be referred to DMHAS' Whiting Forensic Division. Individuals with lower MH
and SA scores will be referred to existing community programs.




Barriersto Service/An Objective L ook at the Current System. Not all needed services
for adults released from the state’'s correctional facilities with co-occurring disorders are
available in the targeted areas, and scrutiny of the mental health, substance abuse,
employment, and housing systems demonstrates service gaps and needs. As part of the
planning process for this model, DMHAS convened various agencies handling this
population—DOC, Probation, Parole, WIB, and mental health, substance abuse,
employment, and housing providers to study the existing service continuum. Together the
stakeholders identified that this target population was: 1) receiving services that did not
fit their cultural needs; 2) not engaged and hard to reach once released into the
community; 3) in need of nontraditional options in pre-release planning and easier
access to services and entitlements prior to release; 4) lacking continuity of care from
prison to community; and 5) in need of intensive case management services to connect
with services for basic needs such as housing, employment, and applying for benefits
prior to release. The stakeholders agreed that strengthening an interagency (DMHAS,
DOC, Probation, Parole, WIB) and an inter-community collaboration (Local Mental
Health Authoritiess LMHAS in Hartford, New Haven, and Bridgeport) would increase the
quality and effectiveness of the proposed program. The Connecticut Offender Reentry
Program (CORP), a culturally appropriate system of institution and community-based
linkages and supports, was conceptualized.

Connecticut’ s substance abuse, mental health, criminal justice, employment, and housing
systems are decentralized. As aresult, high-risk individuals are falling through the cracks
without appropriate assessment for substance abuse, mental health, employment, and
housing services prior to release. Recognizing the fragmentation in the current system of
care, thisinitiative allows CT to implement and establish a coordinated and community-
based initiative to build sustained recovery for adults with co-occurring disorders,
released from the state’'s correctional facilities. CORP will bring DMHAS, DOC,
Probation, Parole, and WIB, key substance abuse, mental health, employment, and
housing providers within the Hartford, New Haven, and Bridgeport communities, and
consumer and advocacy groups together. Jointly, we can combine resources to create
innovative solutions to replicate in other citiesin CT.

Essential to the successful implementation of the CORP are: 1) Increased availability of
integrated substance abuse and mental health treatment services; 2) Cultural competency
and gender specificity in the delivery of treatment; 3) Strengthened state and local
partnerships responsive to the multiple needs of the target population; 4) Effective
engagement, retention, and coordination of service, advocating for system improvement,
and providing a continuum of pre-release, release, aftercare and recovery services; and

5) More effective motivational counseling to change behavior by building and enhancing
skills.

Additionally, underlying values of the proposed CORP include: 1) Shared belief that
recovery from substance abuse and mental illness is possible; 2) Importance of stable
housing and employment in achieving sobriety, maintaining recovery, and in personal
development; 3) Priority of individuals' goals in determining their pathway to recovery,



stability, and self-sufficiency; 4) Value of cultural competence and gender-sensitivity in
designing and delivering services; 5) Importance of hope and empower ment in changing
the course of individuals' lives; 6) Value of the community's involvement in delivering
new programs that promotes recovery; and 7) Priority of ensuring victims' rights and
public safety.

Connecticut Offender Reentry Workplan

2. Determine Goals and Objectives

The primary goa of the Connecticut Offender Reentry Program (CORP) is to expand
culturally appropriate intensive case management, integrated mental health and substance
abuse treatment services, and strengthen linkages for men and women released from the
state's correction institutions who have significant mental health and co-occurring



substance use disorders, with emphasis on serious and violent offenders who are
homeless or at imminent risk of homelessness upon release. Through this state agency
and local community partners collaborative, the target population will be successfully
reintegrated within their communities in a manner that focuses on intensive collaboration
with community criminal justice supervision entities. The CORP program will also have
a lasting effect on the integration of services by facilitating the identification of an
appropriate service strategy that protects public safety and which can be replicated
throughout the state and/or nationally.

Goal A. Building on the exiting DMHASDOC pretrdease planning infragrudure to enhance the
referra newaork and service coordination for men and women, ages 18-34, with sgnificant mental
hedlth disordersand co-oocurring subgtanceusedisorder, up tooneyear prior tordeasefrom thedates

correction inditutions

Objective A.1. To provide an efficient screening tool to correctional facilities to facilitate
identification and referral of eligible clients.

Objective A.2. Once clients are referred to CORP, to conduct preliminary intake and
screening of a minimum of 300 individuals (annually) and refer al interested individuals
(minimum of 150 individuals) for needed services.

Objective A.3. For the 150 individuals éligible for this program, to determine which are
most appropriately served through the newly developed intensive case management and
integrated treatment services of CORP, and who may be more appropriately served by
other programs (e.g., aready clients of those programs). We estimate that 120 will bein
the former and 30 in the latter.

The goals and objectives listed in the DMHAS program proposal will compliment the
goal for the prevention of reoffending by providing for the establishment of a
collaborative planning process with all stakeholders that include the entities responsible
for criminal justice supervision. The screening and assessment process will assist in
identifying those most appropriate. The utilization of motivational enhancement therapy
(MET model) while incarcerated and in the community, will further support program
compliance.

Goal B. Engage parsonsin thetar get population in casemanagement to hdp connedt them tointegy ated
behaviora health treatment and employment, housing, and entitlementsand fadlitatethar exit fromthe
correctiond fadlity.

Objective B.1. To provide intensive case management services to 120 persons, including
assistance with developing a comprehensive offender reentry plan for integrated mental
health and substance abuse treatment, criminal justice supervision, employment, housing




entitlements, living skills, education, and related service referrals, up to one year prior to
release. 100% of CORP participants will have a comprehensive reentry plan developed in
conjunction with the DMHAS partners, that integrates services across the key institution
and community-based providers.

Objective B.2. To improve the engagement and retention of the targeted population in
treatment by offering services that are based on Motivational Enhancement Therapy
(MET) approach, trauma sensitivity, and cultural competence and that are focused on
basic needs. Increased retention and favorable treastment outcomes are anticipated for at
least 85% of the 120 individuals annually.

The DMHAS goals enhance the goal of public safety by partnering with the Board of
Parole and Office of Adult Probation. Because DMHAS is not a criminal justice entity,
supervision and monitoring will be the responsibility of our criminal justice partners with
strong collaboration and communication from DMHAS. Both Parole and Probation have
the ability to utilize electronic monitoring, when appropriate. Graduated sanctions will
also be a component of the discharge and supervision planning.

Goal C. To expand the cgpadty for case management, inteyated mental hedlth and subgtance abuse
treetment, and housng and employment servicss for men and women rdeasad fram the gateés
correctiond faalitieswith co-oocurring disor derswho arereturning tothetar geted dties

Objective C.1. To increase case management, integrated mental health and substance
abuse treatment, and housing and employment service capacity to a minimum of 120
(annually) individuals with significant mental health and co-occurring substance use
disorders released in the Hartford, New Haven, and Bridgeport aress.

Objective C.2. To improve substance abuse and mental health treatment outcomes of the
target population by offering treatment based on the New Hampshire stage-wise
integrated substance abuse and mental health treatment model, which is based on
Motivational Enhancement Therapy (MET) with additional components.

Objective C.3. To improve the engagement and retention of the targeted population in
treatment by offering services that are based on MET, trauma sensitivity, gender
sengitivity, and cultural competence and focused on basic needs.

The goa of redeploying and leveraging existing community resources is met by the
expansion of the current systems and services offered within the Local Mental Health
Authorities. In addition, this initiative expands the existing collaboratives currently
underway between the Department of Correction, Parole and Probation.




Gad D. To asid thetarget population to maintain the efects of subgance abuse and menta hedlth
trestment by srengthening the necessary employment and housing linkages community-based, and

family supportsand after caresarvicesfar asucoessful rantey ation intothecommunity.

Objective D.1. To engage individuals in the pre- and after-care planning by developing a
self-identified reintegration plan (offender reentry plan) based on the individuals' needs
to assure a sustained recovery.

Objective D.2. To involve a minimum of 100% of individuals in treatment, employment,
housing, family (if applicable) and aftercare supports, such as peer support recovery
groups, and mentoring programs.

The enhanced services offered through the CORP will aim to build connections with
family support systems and offender mentoring support programs in addition to the usual
links to community treatment agencies, housing supports and employment opportunities,
Additionally, the criminal justice partners can access a broad range of community service
options available within their own service system.

God E. To edablish an infragrudure that ensures the continuity of inditution-basad to community-
basad s vicesfor thetar get papulation, induding sugainability plan.

Objective E.1. To develop and implement an integrated service delivery plan, including
apractical strategy for sustaining the model program in Hartford, New Haven, and
Bridgeport and funding additional programs across the state.

Objective E.2. To ensure that service gaps for this target population are filled by
convening a Reentry Steering Committee (RSC) with representatives from DMHAS,
DOC, Probation, Parole, WIB, community-based providers, recovery communities, and
family members, etc., to oversee development and implementation of the intervention.

The incorporation of key stakeholders in the Steering Committee will foster broad range
support as well as investment for the continued sustainability of the program beyond the
grant’s completion date.

| Gadl F. Toaonduat a high quality program evaluation through an academicingitution.

Objective F.1. To engage the University of CT, Department of Psychology (DMHAS
Research Division) to conduct an outcome evaluation in coordination with the National
Evaluation Study.

Objective F.2. To disseminate findings by producing a written evaluation report for
statewide use, and particularly to inform CT’s Alcohol and Drug Policy and Mental
Health Policy Councils, as part of its annual report to the Governor.



CONNECTICUT OFFENDER REENTRY WORKPLAN

3. Select Target Populations

The target population includes adult men and women, ages 18-34, who have served at
least one year in confinement under the Department of Correction (DOC), are returning
to either Hartford, Bridgeport, or New Haven, and who have significant mental health
and co-occurring substance use disorders, with emphasis on serious and violent
offenders. Specifically, the Connecticut Offender Reentry Program (CORP) will target
individual s assessed by DOC Mental Health and Addiction Services staff with a Mental
Health score of 3-4 and co-occurring Substance Abuse score of 3-4 (DOC scores defined
below). The validity of the Connecticut Department of Correction’s mental health and
substance abuse scores are highlighted in a February 2000 report to the Connecticut
General Assembly which readsin part...” In Connecticut, approximately 12% of thejail
and prison populations are in need of mental health treatment. Based on itsjail survey,
NAMI estimated the prevalence of serious mental disordersin DOC facilitiesin 1992 to
be 12%. This estimate is remarkably consistent with the results of current DOC
assessment ratings. A recent DOC analysis of mental health assessments of 6,128
inmates (a non-random sample of 36% of the population) revealed that 30 (0.5%) scored
at the highest level of need; 102 (1.7%) scored at the next highest level, and 596 (9.8%)
scored in the moderate need range. Thus, atotal of 11.9% of the inmate populations with
completed assessments exhibited the need for treatment.” Additionaly, referrals from
DOC to DMHAS for inmates with mental health needs have demonstrated a strong
correlation between the DOC score and the eventual psychiatric acuity level as assessed
by DMHAS.



Mental Health 3 Mildly or moderately impaired with alatent or chronic mental illness, including individuals with

(MH-3) chronic schizophrenia and bipolar disorder who are compliant with medications and may have
periodic psychotic exacerbations requiring hospitalization.

Mental Health 4 Moderate impairment from a psychiatric condition, mental illness, or a sub-acute or chronic

(MH-4) nature, including individuals with chronic schizophrenia, bipolar disorders, and borderline
personality disorder.

Mental Health 5 Severely impaired with an acute psychiatric condition such as major psychosis, affective

(MH-5) disorder or major depression or acute anxiety.

Substance Abuse 3 Serious history of substance abuse and meets three of the following criteria: 1) abused alcohol or

(SA-3) other drugs on aregular basis within two years prior to incarceration; 2) medically detoxified for
substance abuse at least once; 3) had aleast one unsuccessful treatment episode; and 4)
substance abuse disrupted at |east one major life area.

Substance Abuse 4 Chronic history of substance abuse and meets three of the following criteria: 1) abused al cohol

(SA-9) or other drugs on a habitual basis prior to incarceration; 2) medically detoxified for substances at
least twice; 3) had aleast one unsuccessful treatment episode; 4) substance abuse disrupted at
least two major life areas.

The selection process. As described in other sections of the Workplan document, the
target population will be selected through aformal screening process. The Department of
Correction will first screen for individuals who have a Mental Health score of 3 or 4 (see
below), a Substance Abuse score of 3 or 4, and are scheduled to be returning to one of the
geographical target areas after serving at least a year incarcerated. Emphasis will be
placed on individuals who are returning to the community with some form of criminal
justice supervision.

Utilizing an in-depth assessment tool (see Phase | of the Workplan) individuals will then
be screened by a member of the Transition Team to determine who is most appropriately
served through the CORP and who might be appropriate for other programs. Individuals
not meeting the criteria will continue to be eligible for community treatment services
through the normal DMHAS referral process. Assessments for those selected to
participate will be screened by the Risk Review Team to assist in informing the Offender
Reentry Plan (see Phase ).

CORP will give priority to individuals who meet the target population and who are
homeless or at imminent risk of becoming homeless upon release. This target population
presents unique challenges to our traditional treatment and service systems. We anticipate
this target population to have a poor work history marked by short-term jobs and to have
limited work skills, but capable of holding individually matched jobs when supported by
avocational coach.

The Department of Correction (DOC), as of March 2001, reports a total prison inmate
population of 17,458, comprised of 46% of African Origin, 27% White, and 26% L atino
populations. DOC estimates that 85% of its inmates have a substance use disorder, based
on evaluations of inmates at time of incarceration. A recent CT legidlative report on
prison overcrowding, issued by the Program Review and Investigations Committee,
(PR&I), estimates that about 12% of those under DOC custody need mental health
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treatment. This estimate is consistent with national studies showing that over 6% of male
inmates have a severe mental disorder and the rate of severe mental illness among women
prisonersis about 15% (Teplin et a., 1996). The number of inmates wanting mental
health care is about 16%, according to recent data from the U.S. Department of Justice
(1999). Due to CT’s current prison overcrowding, it is anticipated that community-based
substance abuse and mental health treatment capacity for offender populations will
continue become increasingly limited.

As of September 2001, DOC reported that atotal of 2,140 inmates have a mental health
score of 3-5 and a co-occurring substance abuse score of 3-5. Within thisyear, itis
anticipated that 356 of these individuals will be released to the Hartford, New Haven or
Bridgeport communities, illustrated in Table 2. Of these individuas, approximately 30-
35%, with MH 3-4 and SA 3-4, will be deemed eligible for CORP. Individuals with MH-
5 will be referred to DMHAS' Whiting Forensic Division. Individuals with lower MH
and SA scores will be referred to existing community programs.

TABLE 2. Total # of Total # of Total # Approx. 30-35% will | Total To Be Served
Geographic Males with Females with Individuals | be Screened Eligible | By CORP

L ocation MH/SA 3-4 MH/SA 3-4 for CORP

Hartford 110 2 132 30-35% Approx. 40 annually
New Haven 116 26 142 30-35% Approx. 40 annually
Bridgeport 65 17 82 30-35% Approx. 40 annually
TOTALS 291 65 356 N/A 120 Annually

The total offender population supervised in the community includes approximately
55,070 on probation, amost 2,010 on parole, and another 1,300 in the community under
DOC supervision (i.e., transitiona supervision, furlough, and halfway house release). The
Judicial Branch’s Court Support Services Division (CSSD)-Probation provides
intake, assessment and supervision services for court-involved individuals. Of the 55,070
individuals currently under CSSD-probation supervision, 78% are males and 22%
females and the ethnic composition is 51% White; 28% African Origin; and 19% L atinos.
CSSD estimates that nearly 80% of CSSD clients (pre-trial and sentenced) have a
diagnosable behavioral health disorder. CSSD has also estimated that a significant
number of these clients are homeless or in need of housing assistance. The demographics
of the 2,010 individuals under Board of Par ole supervision includes: 92% males, 8%
females, 49% of African Origin, 28% Latinos, and 23% White. Probation and Parole
are both responsible for monitoring the conditions of probation and parole in order to
hold offenders accountable and to promote public safety and offender rehabilitation. Both
agencies will have staff assigned to the CORP’ s transition team within each local targeted
community. Of the 199 inmates referred to DMHAS' Forensic Unit in State Fiscal Y ear
2001, 93% were males; 7% were females; 56% were of African Origin; 26% White; and
19% Latino. Over 75% of these individuals had a significant mental illness and co-
occurring substance use disorder. Approximately 99% of these individuals committed
serious and/or violent offenders, including sexual assault, assault robbery, possession and
sale of illicit substances, and mandaughter. Additionally, over 38% of these individuals
were homeless at the time of referral.
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State Data. As part of its ongoing assessment of treatment need, funded by the federal
Center for Substance Abuse Treatment (CSAT), DMHAS commissioned Y ae University
to interview adult arrestees (Schottenfeld, 1996). The Substance Abuse Need for
Treatment among Arrestees study was conducted in two of the stat€’ s detention centers
located in Hartford and Bridgeport. The interview consisted of questions from both the
Drug Use Forecasting and the Structured Clinical Interview for DSM-IV. Approximately
sx in ten arrestees interviewed (57% of men and 61% of women) were dependent on one
or more substances. Of the arrestees interviewed 33% reported cocaine dependence, 18%
reported heroin dependence, 10% reported marijuana dependence, and 31% reported
alcohol dependence. The vast majority (91%) of heroin dependent males reported a
current need for treatment, but very few (10%) were currently in treatment. A significant
proportion of heroin dependent male arrestees (32%) had never received any substance
abuse treatment, including detoxification. The majority (52%) of substance dependent
females reported a current need for treatment, but very few (19%) were currently in
treatment. Reported need for treatment was also extremely high among women dependent
on cocaine (86%) or heroin (82%).

Geogr aphic Areas. The selected geographic areas for the CORP are the cities of
Hartford, New Haven, and Bridgeport. These geographic areas were targeted due to a
clear need demonstrated by supportive data from the DOC which shows a majority of
individuals with co-occurring disorders will be released into these communities.
Additionally, these urban centers are stressed by significant social and economic
problems, having some of the highest nationa rates for crime, violence, school dropout,
and drug arrest. They have also been severely affected by the region's economic decline,
having the highest unemployment rates and the lowest per capitaincome level in the
state.

Geographic Population, Race/Ethnicity, and Unemployment Rate
Area *Qverall the Unemployment Rateis 3.4% in Connecticut
Hartford The state's 3" largest city with apopulation of 121,578, is comprised of 27% White, 38% African

Origin, and 41% Latino. The Unemployment Rate in Hartford is 6.5%.

New Haven The state’ s 2" largest city with a population of 123,626, is comprised of 37% African Origin, 42%
White, and 18% L atino. The Unemployment Rate in New Haven is 4.5%.

Bridgeport Bridgeport, the largest city in CT, has a popul ation of 139,529,comprised of 40% White, 30%
African Origin, and 31% Latino. The Unemployment Rate in Bridgeport is 5.9%.

Voluntary vs. Involuntary. CORP will serve all individuals who are eligible for
services, regardless of whether they are under supervised release. For those individuals
under formal supervision, such as parole or probation, participation in the program shall
be a condition of release. Consequences for program noncompliance for these individuals
will be addressed through the process of graduated sanctions. For those individuals
released under no formal supervision, case managers will utilize culturally appropriate
engagement, retention, and motivational enhancement approaches to develop and
maintain trust with the individual and facilitate his’lher community reintegration planning.




Cultural Competence. With Connecticut’s 2000 census reflecting a 31% increase for
Latinos; a 10% increase for African Origin populations; and a 63% increase for Asian
and Pacific Idlanders, there is an urgent need for more effective, evidence-based, and
culturally appropriate strategies for treating both substance use and mental health
disorders among CT’ s diverse communities. Racial disparities exist in CT’s prison
population, as seen around the country. Although L atinos constitute 9% of the state's
population, they constitute 27% of the adult criminal justice population. Similarly,
individuals of African Origin constitute 9% of the state's population, but constitute 47%
of the adult criminal justice population. Greater understanding of and respect for diverse
cultures leads to better treatment efforts. Evidence also exists that an ethnic/racial match
of therapists, as well as agency location in the ethnic/racial community contributes to
trestment retention (Flaskerud, 1986). These strategies must include ways of engaging
those in need of treatment to seek treatment, to stay in treatment, and to continue their
recovery within their communities.

Culturally appropriate services for Latinos must take into account cultural characteristics
including familiarismo, simpatico, and personalismo (Gomez et a., 1994). Familiarismo,
or the importance of the family as a socia unit and source of support, can be a barrier to
service providers, with whom Latino persons may not share their concerns. On the
positive side, it can be a powerful factor to motivate behavior change. Smpatico refersto
the importance of polite socia relations that shun assertiveness, negative responses and
criticism. Providers need to be aware that Latinos may appear to agree with a message
that they may not understand or intend to follow (Alegriaet al., 1998). Personalismo
refers to the preference for relationships that reflect familiarity and warmth. Specificaly,
cultural programs for Latinos should emphasize family membership and affiliation,
"simpatico” (positive interpersonal relationships), and "respecto” (the need to be treated
with deference respect) (Alegriaet a., 1998: Nyamathi et al., 1994). A culturally
competent practitioner should be aware of belief systems that might play important roles
in the ways substance use and mental health disorders are both perceived and treated,
such as“santeria” and “espiritismo”. Additionally, an understanding of the greater
involvement of the Latino community, including churches, spiritual healers,
“herbalistas’, and community leaders in the recovery process.

Cultural programs for African Origin populations should emphasi ze spirituality, respect
for tradition, harmony with nature, the importance of the community, rites of passage, the
concept of the council of elders (Jackson et al., 1997) and Afroc